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BEYOND MERE SURVIVAL 
TO THE MORE ABUNDANT LIFE 


— An Overview of the Concerns of the Christian Medical Commission 


by Stuart J. Kingma 


INTRODUCTION 


We have now entered the final two decades of 
this millennium, a period that many are saying 
will be critical in shaping the world that we 
leave to our children. However, looking at the 
prospects that these two decades seem to offer 
does not encourage a great deal of optimism. 
The statistics and trends emerging from any 
examination of world-wide phenomena are 
distressing, to say the least. Many projections 
raise serious questions about health, sickness 
and even survival. It should not be surprising, 
then, that we so often hear about the need for 
“healing” — healing in the physical sense, to be 
sure, but also healing in the relations between 
people, healing of nations and healing in the 
sense of reconciliation with others and with 
God. In this situation, it seems justified to 
identify healing as a major focus for the 
churches as they seek greater relevance in 
addressing the issues of our time and as they 
strive for renewal in mission and ministry in the 
crucial times ahead. 


In an effort to look at some of the major issues 
which confront the churches, particularly in the 
area of health, it is useful to take a look at some 
of the global problems which will shape these 
issues during the next two decades. This exer- 
cise will help us to re-examine the basic prin- 
ciples of the churches’ medical ministry and, 
more broadly, their mission of promoting the 
health and welfare of their communities. We 
will then have a foundation which will allow us 
to explore strategies for the churches’ healing 
ministry and the role of the Christian Medical 
Commission of the World Council of Churches 
in supporting those strategies. 


GLOBAL ISSUES 
I. Hunger, Poverty and Injustice 
These three elements are linked together in an 


inseparable triad which describes the human 
condition of nearly one quarter of the world’s 


population. The latest estimates indicate that 
some 800 million people in the world are desti- 
tute and live in conditions of absolute poverty. 
Their lives are characterized by malnutrition, 
undernutrition, disease, illiteracy, unemploy- 
ment, low income, inadequate shelter and high 
fertility. Some 40% of the population of devel- 
oping countries fall into this category, and 
most of these are to be found in the rural sec- 
tors, scratching out a living through subsist- 
ence farming. The analysis of the current world 
food situation is grim and recent years have 
been characterized by permanent widespread 
famine. Many countries which were once net 
exporters of food products have now become 
dependent on imported foods to meet their 
needs. Predictions are that the world-wide 
food crisis will become more serious in the next 
few years. The trend of both absolute and rela- 
tive increases in malnutrition in many countries 
is expected to continue and the number of mal- 
nourished people in the world will probably 
double by the year 2000 to approximately 
1.3 billion people. 


Hunger of this magnitude is probably the single 
most serious challenge facing the world. Why 
is this so? It is too easy just to point at the 
vagaries of the weather which lead to drought 
or flooding or to the lack of transportation 
facilities or the depletion of the soil. Nor should 
it be assumed that there is not enough food to 
go around. It is clear that, when we speak 
about hunger as well as poverty, we are not 
dealing with conditions of scarcity. There /s 
enough food, just as there is enough wealth, 
for all to have a fair share. And so we come 
down to the more fundamental questions of 
power, control and distribution. It is not a mat- 
ter of coincidence that the hungry and poor 


are the least able to exercise the social, political 
and economic power to bring about change in 
their lives. The economically and politically 
powerful have created a tangled web of injus- 
tice which keeps things that way. Their dogma 
is that only by creating new wealth (for them- 
selves) and by ensuring economic growth will 
the plight of the poor be improved as wealth 
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“trickles down”. This has been the conventional 
wisdom of the past two decades and the record 
is clear. The gap grows ever wider between the 
rich and the poor, between the fat and the 


hungry. 


UNICEF: ICEF 8035 
A tangled web of injustice... 


It seems obvious that the strategy for the ‘80s 
will have to move beyond a programme of food 
aid, business as usual and emergency relief 
programmes for each new crisis. lf a change is 
to be made in the lives of the poor and hungry, 
a concerted attack on poverty and injustice will 
be required. The churches, the rest of the 
private sector and governments must address 
this problem in a new and effective way; the 
use of food aid as a political weapon has no 
place in international relations. While hunger 
rules, peace cannot prevail. Persistent hunger 
and unrelenting poverty create an emptiness 
and a desperation which must be recognized as 
one of the most important causes of unrest, 
violence and revolt. 
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ll. Violence, the Struggle for Power and 
the Search for Peace 


Many observers of the human scene have 
noted that there is a significant escalation of 
violence in all its forms, both overt and subtle, 
in recent times. In the last 25 years alone, more 
that 65 nations have been involved in civil and 
international war in over 120 identifiable con- 
flicts. The toll is to be measured not only in 
casualties which itemize the dead and wounded. 
The greater toll is in human suffering and dis- 
ability, the destruction of livelihood, the dis- 
placement of populations in flight within their 
own countries and across borders to distant 
lands. The plight of these homeless people, 
their impotence, poverty and hunger, is one of 
the catastrophes of our time. Never has the 
world had to deal with the concentrations of 
refugees which can be seen now in Africa, Asia 
and Latin America. Huge international relief 
programmes make only a slight impact on the 
misery of these people. 


The struggle to extend geopolitical power and 
control as well as a deluded search for peace 
and security have led to an explosion of milita- 
rization and the arms race. The world-wide 
expenditure for military hardware has already 
surpassed US$ 450 billion annually, while 
official development aid remains below 
US$ 30 billion each year. The International 
Conference on Primary Health Care, convened 
in Alma-Ata, USSR, by the World Health 
Organization (WHO) and UNICEF in 1978, 
called attention to this insane imbalance in its 
official Declaration: 


“An acceptable level of health can be attained for 
all the people of the world by the year 2000 
through a fuller and better use of the world’s 
resources, a considerable part of which are now 
spent on armaments and military conflicts. A 
genuine policy of peace, disarmament and détente 
could release additional resources that could well 
be devoted to peaceful aims and, in particular, to 
the acceleration of social and economic develop- 
ment, of which primary health care is an essential 
part.” 


To illustrate what this might mean, the Brandt 
Commission Report (1980) estimated that 


“the cost of a ten-year programme to provide for 
essential food and health needs in developing 
countries is less than half of one year’s military 
spending.” 


20% of one year’s military spending would 
cover the entire programme of the U.N. Drink- 
ing Water and Sanitation Decade. The equiv- 


alent of less than one half of one day of that 
world-wide military budget would serve to 
finance the entire malaria control programme 
of WHO. The cost of one jet fighter plane could 
set up 40,000 village pharmacies. 


Domestic violence unleashed by those who 
have nothing left to lose — the victims of injus- 
tice, racism, discrimination, unemployment 
and rejection—marks the day-to-day life in 
many of the major cities around the globe. 
Violations of civil and human rights are reported 
from all corners of the world so commonly that 
we become numb to what it means in the lives 
of other human beings. Torture has become 
one of the plagues of the past 50 years, but the 
stories hardly stir our sensitivities. 


Healing and reconciliation in the relations be- 
tween people and nations is elusive. But there 
can hardly be a more important goal for all of 
us. “Blessed are the peace-makers.. .” 


lil. Unmet Basic Needs and the Wastage 
of Resources 


One of the fundamental factors that determines 
the quality of life and health is the matter of 


Photo WHO/D. Sebina 
The daily trudge for water 


how well our basic needs are met. Basic needs 
begin with water, food, clothing, shelter 
(housing), and a livelihood. At the close of this 
century, the list must also include education, 
employment and access to credit. In many 
parts of the world, land tenure has become the 
condition for the satisfaction of many of these 
basic needs. 


The sad reality is that the majority of our neigh- 
bours live a never-ending struggle to meet their 
basic needs and never quite manage it. In the 
38 lowest-income countries, only 28% of the 
population on the average have access to safe 
water, according to World Bank estimates 
(1980); the number of countries that have not 
yet been able to reach 50% of the population 
with safe water is well over 55, and may exceed 
75. The rest of the people depend for their 
water on lakes, rivers, streams, irrigation 
canals, stagnant ponds and hand-dug wells — 
generally contaminated and often at great dis- 
tances from home. Hunger and undernutrition 
have already been mentioned; the close cor- 
relation between the need for land reform 
and the capacity of the rural population to 
feed themselves and the urban sector is now 
well established. Unemployment and under- 
employment are, of course, important for 


poverty and a failure to meet basic needs. In 
developing countries, the unemployed must be 
measured in the hundreds of millions. 


It is worth stressing once again that the first 
and greatest contribution to improving health 
and the quality of life is the satisfaction of these 
basic needs. This truism has been proven 
repeatedly in many parts of the world, but 
probably nowhere quite so clearly as in the 
industrialized countries. The decline of leprosy, 
tuberculosis, cholera, typhoid, diarrhoeal dis- 
eases in the young, malnutrition, malaria and 
many other diseases in these countries was 
directly related to improved water supply and 
sanitation, improved housing which eliminates 
overcrowding, high employment and income 
levels and better nutrition through agricultural 
productivity and better food distribution. All 
these gains were achieved and life expectancy 
extended well before the age of antibiotics and 
other specific pharmaceutical discoveries and 
before the big growth of health services. 
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“World Conservation Strategy”, IUCN-UNEP-WWF, 1980 


...steady shrinking of the earth’s most crucial 
resources. 


| Senocegon 


Closely related to the need to meet basic needs 
is a growing concern for the environment. 
Steady depletion, wastage and contamination 
of the earth’s resources are creating serious 
threats to our ability to meet basic needs. Toxic 
pollution of the air, the sea, the land, and 
ground water is an esclating public health prob- 
lem. Chemical, industrial and radioactive waste 
materials find their way into our “safe” water 
sources and many of our food sources (e.g., 
fish, meat, vegetables and even cow’s and 
human milk). In many parts of the world, the 
delicately balanced water cycle is being upset 
by a number of factors related to the demands 
of expanding human settlements. Ground 
water supplies are being drawn upon heavily to 
meet household, agricultural and industrial 
needs and water tables are dropping in some 
areas. This will be a more frequent problem in 
the coming decades and the development of 
water resources will become more difficult and 
expensive. Complicating the threat to the 
water cycle is the deforestation and defoliation 
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that follows the expansion of livestock range, 
the conversion of forests to cropland and the 
steady consumption of wood for fuel, con- 
struction and export. This combination, in the 
absence of a concerted effort to reforest, is 
behind the steady shrinking of one of the 
earth’s most crucial “renewable” resources. At 
present rates, the reduction of forest cover is 
equivalent to the size of the state of California 
every two years; in the next twenty years, 40% 
of the remaining forest cover of developing 
countries will be gone. The implications of this 
are far-reaching in terms of changing rainfall 
patterns, the oxygen/carbon dioxide cycle, the 
creep of the deserts, the moisture-holding 
Capacity of the land, the erosion of land and 
silting up of rivers, and the threat of a grave 
energy crisis for the one billion people living in 
wood-fuel-dependent communities. Yet another 
tilt in the water balance comes about with each 
major dam project for hydroelectric power or 
flood control. In many cases, there have been 
radical and unexpected changes in agricultural 
patterns, the emergence of serious new dis- 
eases and shifts in ground water levels above 
and below the dams. 


Meeting basic needs will not become easier. 
The top-priority imperative to do so will require 
deliberate planning and the allocation of ad- 
equate resources in the next two decades. 


IV. Rampant but Preventable Disease 


It is one of the tragedies of our time that so 
many lives continue to be lost or permanently 
disabled because of preventable illnesses. In 
spite of their proven high cost-benefit and in 
spite of possessing the technology required, 
full implementation of disease prevention pro- 
grammes continues to take second place to 
institution development and tertiary care. 


At least one million human lives are lost every 
year as a result of tetanus, a completely pre- 
ventable disease. Newborn infants are particu- 
larly vulnerable, and at least half of all cases 
are in this group, with an 85% mortality. 
100,000 children go blind each year from lack of 
vitamin A. Estimates of the number of blind 
people in the world range from 15 to over 
30 million, and many of these are due to pre- 
ventable or simply-treated conditions. Malaria 
continues to be considered by many to be the 
major health problem of tropical countries 
where about 340 million people live with en- 
demic malaria. Clinical cases are most common 
in children under 5 years of age. In tropical 


Africa, it has been reckoned that, each year, 
malaria causes the death of one million children 
in this age group. Measles continues to be a 
devasting illness in developing countries with a 
serious mortality rate from the complications of 
bronchopneumonia and intractable diarrhoea 
and, among the survivors, high risk of blind- 
ness and kwashiorkor. 
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The chain of causes leading to death from diarrhoea. 


Children are the most at risk and a tragically 
large proportion of the deaths in developing 
countries occur among children under five. In 
these countries, nearly half of all deaths are in 
this group (in contrast to industrialized coun- 
tries where they comprise only 1-2% of all 
deaths). Between 20-25 million under-fives die 
every year in the developing world, one third of 
that number caused by diarrhoea from polluted 
water, and one quarter of that number caused 
by respiratory disease. In many African and 
Asian countries, 20-50% of all children born 
alive die before they reach the age of five! This 
toll is the principal reason for the life expec- 
tancy figures which remain at 45 years for sub- 
Saharan Africa and 45-60 for Asia. 


V. Mialdistribution of Health Resources 
and Limits to Growth 


In spite of the clear recognition by health 
planners as long ago as the late 1950s of mal- 


distribution in health resources, measurable 
change is only now beginning to appear in 
some countries. Studies released by the World 
Health Organization in early 1981 show that 
developing countries have still only been able 
to provide reasonable access to an acceptable 
level of care to 15-35% of their populations. 
The heavy financial commitment to hospitals 
and the concentration of facilities and person- 
nel in the larger cities means that the rural 
population is served only to the 10-14% level. 
Figures for a few countries indicate that the 
total health expenditure per head in the urban 
areas may average 4 to 5 times that in the rural 
areas. Even in industrialized countries, these 
imbalances can be seen with certain regions 
allocated resources at a level 25% or more 
below the national average, and 40% or more 
below that concentrated in the capital cities. 
Some of this is explainable on the basis of 
administrative, training and referral centres, 
institutions which always exert high demand 
on resources of all sorts. Many of these were 
established with little regard to how appropriate 
their size or sophistication might be to the 
needs of the populations to be served. It is also 
to be recognized that there are real difficulties 
in choosing between the need, in countries 
with few qualified personnel, for training 
centres, and the need of rural people for the 
most basic health services. It is also very dif- 
ficult to deal with the easy-to-justify and almost 
irresistible pressure for growth by medical in- 
stitutions. But this unrestrained institutional 
growth preempts the resources that could be 
allocated to underserved areas. Health planners 
in voluntary agencies as well as in government 
find it easier to respond to “obvious” needs for 
ever better care of the sick than to make the 
calculated choice of investing more in disease 
prevention and health promotion. Yet it is now 
beyond dispute that these latter efforts, to- 
gether with a minimum level of primary health 
care for the whole population, is the less costly 
and most cost-effective way to reduce mor- 
bidity and mortality. 


Vi. Population Growth and Urbanization 


The world’s population will continue to grow at 
a rate of some 1.8% per year, rising from 4 bil- 
lion in 1975 to somewhere between 5.7 and 
6.5 billion by the year 2000. Even if certain indi- 
cators which have heralded a decline in devel- 
oping world fertility rates are prophetic, it only 
means that the lower of those predicted in- 
creases will apply for the end of the 1990s. 
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Whichever the case, nearly 50% more people 
in the next twenty years will strain all available 
resources. Planning food and water, land and 
employment resources will not only have to 
catch up present deficiencies but accommo- 
date the increase. And the burden on health 
care and other human services will see a similar 
staggering growth. 


THE DOMINO THEORY 


“Population”, Vol. 7, No. 2, 1980 


One lesson has become clear in the past few 
years. In all countries, there is a lag period be- 
tween a significant decline in infant and child 
mortality and a diminution in crude birth rates. 
A sort of threshold is reached when parents 
begin to realize that their children have a better 
chance of surviving; only then do the values of 
child spacing and smaller families become of 
any interest. This lag period appears to have 
been about 50 years in the industrialized 
countries. In the case of certain developing 
countries, there are indications that the lag 
period has shortened to less than 25 years, and 
in a few (Sri Lanka, Republic of Korea, Costa 
Rica, Taiwan and Trinidad) it may have been as 
short as 15 years. The message for planners is 
no longer equivocal: the objective must be an 
improved state of health and reduced infant and 
child mortality, and fertility will decline. Family 
planning programmes will come into their own 
once child survival is more sure. It should now 
go without saying that improved child health is 
related directly to meeting of basic needs and a 
broad approach to human development. 


Urbanization is another population trend that 
will need attention within the next two dec- 
ades. The migration of rural people to the cities 
and their adjacent settlements is not a new 
phenomenon, but trends indicate the coming 
of staggering changes. By the year 2000, 
Mexico City is likely to have as many as 
30 million inhabitants, with Calcutta, Bombay 
and Seoul coming close to 20 million. In 1950, 
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only 28% of the world’s population was urban. 
By 1970, it had risen to 38% and the projection 
for the year 2000 is that 50-60% of us will be 
living in urban settings. This kind of rapid urban 
expansion puts extreme pressure on sanitation, 
water supplies, health care, food, shelter and 
jobs. In addition to unfulfilled basic needs, the 
urban migrant faces other stresses related to 
the separation from traditional roots and com- 
munity support, loneliness, job insecurity or 
failure and affecting mental as well as physical 
health. This too has implications for community 
health programmes: simply finding the com- 
munity and its internal dynamic structure is 
difficult. 


Vil. The Popular View of “Health and How 
to Buy It” 


Over the years, a number of unhealthy views 
have been creeping into the popular conception 
of health and the role that the medical profes- 
sions play in its preservation. There is a strong 
tendency to professionalize all responsibility for 
health, leaving it all to the doctors and nurses. 
This has been encouraged by the professionals 
and has left the public generally dependent and 
mystified. Health care, and particularly sick- 
ness care, has been institutionalized to a 
remarkable degree, as though support, care 
and even healing is no longer possible through 
the ministrations of family and friends. We 
have all been part of the pharmaceuticalization 
of health, to the point that we feel cheated if a 
doctor says that no medicine is required, or 
that something will heal all by itself. In certain 
countries, a visit to the doctor always ends 
with a prescription for at least 3-6 different 
pharmaceutical preparations. It has encouraged 
the proliferation of thousands of “fortified 
combinations” and variations of drugs, and the 
cost is always passed on to the patient and his 
insurance company. All of this has produced a 
conception of health as a commercial com- 
modity, sold as top quality sickness care. We 
have yielded up our own responsibility for 
health. Sickness care is certainly necessary and 
important. But the promotion of health, the 
need to change life styles, to sustain a healthy 
body and mind, caring and support of the 
sick — all these can be shared by individuals, 
the family, friends, congregations and by the 
community. People must be ready to accept 
this responsibility and professionals to teach, 
to give away some of the expertise, to demys- 
tify health and disease. 


FIRST PRINCIPLES 
IN A QUEST FOR HEALING 


I. The Search for a New Understanding 
of Health, Healing and Wholeness 


Health, as the WHO defines it, is more than the 
mere absence of disease or infirmity; it is a 
state of complete physical, mental and social 
wellbeing. The social goal held up by WHO is 
one of “Health for All by the Year 2000” — the 
attainment by all people of the world of a level 
of health that will permit them to lead a socially 
and economically productive life. 


During the course of its study/enquiry into 
“The Christian Understanding of Health, Heal- 
ing and Wholeness”, the CMC has listened to 
perceptions of hundreds of health workers, 
church leaders and lay people around the world 
and the beginnings of a broader understanding 
of healing and caring have emerged. The con- 
cept of health as wholeness has brought new 
insight and, with it, new implications for how 
we go about providing health care and how we 
carry out the healing mission and ministry of 
the church. 


It has been suggested that health and whole- 
ness are “a dynamic state of wellbeing of the 
individual and the society; of physical, mental, 
spiritual, economic, political and social well- 
being; of being in harmony with each other, 
with the natural environment and with God.” 
Understood in a more dynamic sense of com- 
pleteness, wholeness and harmony, health can 
become a more meaningful goal. 


Such a view of health may never be universally 
accepted, but it offers more clarity in identifying 
the forces that work against health, more 
shared responsibility for promoting our own 
and others’ health and more possibilities for 
participation in the healing of sick people, com- 
munities and nations. It offers the restoration 
with self, with others and with God. It has led 
many to identify social injustice in all its forms 
as barriers to wholeness and health. It offers 
the opportunity for church congregations to 
truly become healing communities, instruments 
for bringing what Christ called “life in all its full- 
ness” (or, “The more abundant life”). 


This dynamic view of health also permits a new 
look at what contributes to the healing process, 
to a _ restoration of wholeness. Healing 
depends, in the first place, on the innate ca- 
pacity of the body, mind and spirit to heal 


themselves. Healing is supported by simple, 
non-medical measures like the meeting of basic 
needs, changing bad habits and dealing with 
stress — measures for which all must take re- 
sponsibility. Healing may require the crucial inter- 
vention of medical, surgical or psychiatric pro- 
cedures. Healing also may be very powerfully 
influenced by a mechanism of inner mobili- 
zation that can strengthen body defences such 
as the immune response. Sometimes referred 
to as “biofeedback”, this inner mobilization can 
result from restoration of hope, coping with 
guilt, reconciliation of conflict, trust in a healer 
and, for many, prayer and the support of those 
who care and love. This may begin to sound a 
bit mystical, but the evidence from work with 
placebos, hypnosis, psychosomatic influence 
and, more recently, the treatment of advanced 
cancer through biofeedback cannot be ignored. 


ll. Solidarity With Those Who Struggle 
to Overcome Injustice, Poverty, Ex- 
ploitation and Simply Being Forgotten 


In its response to the Biblical imperative to 
carry out its mission with a bias on behalf of the 
poor, to be in solidarity with the poor as they 
struggle against injustice, the record of the 
church has been very mixed. In many places 
and at many times throughout history, the 
churches have joined themselves with, and 
become identified with, the powerful, the 
oppressors and exploiters of the poor. On the 
other hand, many churches have laboured long 
and faithfully with and on behalf of the poor. 
Mother Theresa and the Sisters of Charity are 
prominent examples of this kind of life. Many 
mission programmes have deliberately chosen 
to work in remote and rural areas previously 
deprived of access to care. Many church-related 
programmes are comprehensive in scope, 
seeking to bring about broadly conceived 
developmental change and thus counteract the 
structures of injustice and exploitation. At the 
same time, it must be admitted that, often, 
these very efforts support mainly a new middle 
class and do not really reach the poorest of the 
poor; that often the churches’ health pro- 
grammes end up too expensive to be available 
to the poor and the church again finds itself 
aligned with the powerful and insensitive to the 
exploited. 


In the light of the present world situation and 
the disturbing projections for the next twenty 
years, the churches need to look for new and 
creative ways to enable the poor and exploited 
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to improve the quality of their lives, to move 
beyond survival to the more abundant life. This 
kind of commitment and involvement will 
extend not only to those living in poverty, but 
to others in special circumstances of depri- 
vation. | refer to the plight of refugees, migrant 
peoples, the victims of torture, the people with 
disabilities who are unable to realize their full 
potential, and elderly people who are so often 
set aside and forgotten. 


lil. The Imperative for an Authentic Par- 
ticipation by All People in Their Own 
Lives 


We have spoken and written often about the 
necessity for true participation of people and 
communities in development and health pro- 
grammes. True participation is the essential 
element to ensure sustainability for any health 
or development programme; with ownership 
and control comes the commitment to see it 
through. Participation has become one of the 
bywords of development rhetoric, but the 
implications of this are seldom fully under- 
stood. For some, participation means little 
more than rallying the community for a cam- 
paign to get children immunized, for example. 
For others, it may go a little further, such as 
expecting the community to build a clinic and 
select their own candidates for training as vil- 
lage health workers while the programme 
remains under the guidance of “qualified 
experts”. But how often have we, the outside 
agencies, the “experts”, really tried to partici- 
pate in a community’s own development 
scheme? 


Participation demands a far more radical shift 
in approach than the agencies with money and 
experts are accustomed to make: the em- 
powerment of people to create their own his- 
tory. As a beginning, there must be recognition 
of the dignity and wisdom of the “grassroots” 
people. While a motivational and enabling 
effort may be involved, the initiative should 
emerge from the community’s sense of self- 
identity, impelled by the drive for self-determin- 
ation. 


What really matters in bringing about change in 
health and development is what happens to 
people; people remain the greatest resource for 
change. Programmes imposed, no matter how 
beneficial, carry with them the injustice of 
manipulation and control, denying the chance 
for self-fulfilment or self-reliance. 
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Certainly it is not enough to call people toge- 
ther and ask them to “express their felt needs”, 
and to suggest what they are prepared to do 
about them. What then is the key to authentic 
participation? 7he essential element is a struc- 
tural one, the organization of the community 
so that people have the means to struggle, 
debate and articulate their problems and plan 
the solutions. Community organization may 
take the form of a community health committee 
or a development directorate, or it may be ex- 
panded responsibility for an existing village 
council or cooperative management com- 
mittee. This is the first step and the most 
important one. Once organized, the community 
must then have the time to make its choices 
and set new directions. 


Community motivators, health personnel or 
development workers from outside may serve 
as resource persons to the process, respecting 
its dynamics and dignity. Once objectives are 
established, outside resources and skills may 
be needed, but the creativity and control must 
rest with the community organization. This is 
the essence of self-reliance for the community 
and the best means for cooperating agencies to 
support the struggles of the poor. 


iV. A Community Base _ for 
Health Care 


Primary 


The rationale for community-based activities in 
primary health care (PHC) has long been estab- 
lished but bears repeating here. When WHO 
first set out its description of PHC, it gave 


seven basic principles. PHC should “be shaped 
around the life patterns of the population it 
should serve”; it should “be designed in sup- 
port of the needs of the peripheral level’; it 
should “be fully integrated with the other sec- 
tors involved in community development”; 
“the local population should be actively in- 
volved”; it should “place a maximum reliance 
on available community resources”; it should 
“use an integrated approach of preventive, 
promotive, curative and rehabilitative services 
for the individual, family and community”; and 
“the majority of health interventions should be 
undertaken at the most peripheral level’. 


It makes good sense to make health care avail- 
able to people close to their homes. Preventive 
measures will be more readily accepted, health 
education will be more meaningful, and curative 
services will be at hand for early care. When 
one combines this with the seven principles 
listed above and the imperative for real partici- 
pation, the case for community-based health 
care is firmly established. More sophisticated 
health facilities are surely needed for training, 
referral and support, but should always be 
viewed as supportive of what begins and takes 
place in the community. 


V. Health Promotion through the En- 
gagement of All Sectors 


At this point, it is necessary again to restate the 
need to address basic needs as the means of 
promoting better health. Engineering and 
public works will be drawn in to develop water 
supplies, sanitation and improved roads and 
communications. Agricultural extension work 
will provide the starting point for the fight 
against hunger and malnutrition. Education will 
shape the skills of productivity. Commercial 
interests will strengthen the economic base 
and raise the standard of living. And the health 
services will offer preventive measures and 
health education, maternal and child care and 
the necessary entry into the curative services. 


All of this calls for coordination and integration 
of everyone’s energies. For church-related 
health programmes in a given country, this 
should begin with the formation of a coordinat- 
ing agency that can bring them all together for 
mutual assistance and planning. Such coor- 
dinating bodies can help avoid duplication of 
efforts, facilitate the optimum sharing of re- 
sources and harmonize these programmes with 
government plans. A concern for such coor- 


dination has been part of the CMC approach 
from the beginning. The concept has taken 
hold and there are now 21 fully ecumenical 
national coordinating agencies for church- 
related health services throughout the develop- 
ing world (12 in Africa, 6 in Asia, one in Central 
America, one in the Caribbean and one in the 
Pacific). These agencies have been most useful 
in the rationalization of health resources 
through cooperation and have helped govern- 
ments to recognize the contributions being 
made by non-governmental organizations. 


POLICY QUESTIONS 
FOR THE CHURCHES 


I. The role of Congregations as Healing 
Communities 


Christ’s commission to heal was extended to 
everyone, not just to health professionals. The 
Christian congregation as a closely knit com- 
munity has many possibilities for being a focus 
of healing. Pastoral concern and care can be 
shared among all members and can be a source 
of real renewal in congregational life. Some 
churches have started health care programmes 
with a pastoral and wholistic approach. Semi- 
naries and church study groups can be drawn 
more actively into the study of the meaning of 
health and sickness, of suffering and death and 
of life itself. 


li. Training Programmes 


The commitment to training is an essential ele- 
ment in all service activities. This is particularly 
true of the churches’ work in developing 
countries. No service task, however simple or 
complex, should be pursued without training 
someone else to do the job next time. It may 
take the form of formal schooling or simple 
apprenticeship. The churches have a special 
Opportunity to make creative use of school 
leavers and drop-outs, elderly people, disabled 
people and the unemployed. Each area of 
knowledge, expertise or capacity imparted, 
each skill passed on is another step promoting 
self-reliance. 


lll. Ecologically Responsible, Integrated 
Human Development 


Having examined the global issues which pre- 
sent us with our challenges in the next twenty 
years, it must be clear that simple medical 
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Enlisting fathers/farmers in the fight against malnu- 
trition. 


services are never enough. Each national and 
local setting provides opportunities to address 
basic needs and improve living standards. In 
attempting to satisfy the need for adequate 
food and safe water, for example, it is possible 
to move beyond the idea of model farms and 
the lessons taught by the failure of the “green 
revolution”. This means comprehensive sup- 
port to small-scale farming, encouraging labour- 
intensive economic activity and concentrating 
on reforestation and soil conservation. 


IV. Health for All by the Year 2000 Through 
Primary Health Care 


WHO has proclaimed this social goal; its 
urgency is beyond question. The non-govern- 
mental sector has the resources to make a 
massive contribution to this goal: nearly one 
quarter of the world’s development assistance 
in health comes from non-governmental sources 
(US$ 700 million, annually), and the churches 
account for possibly one third of that. The 
broader understanding of health and healing 
focuses on new ways to combat the threats to 
survival. The goal of Health for All may not be 
achievable in the next twenty years, but it is 
not just an empty slogan. And primary health 
care, Or community-based health and develop- 
ment programmes, constitute the main strategy 
of attaining it. 
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V. The Feeding of Infants and Young 
Children —A Strategy on Three Fronts 


To offer greater precision to an overall food 
strategy for the eighties, attention must con- 
verge on the needs of the most vulnerable 
members of the human family, our children. 
There are three related but distinct aspects to 
this strategy: 


a. The promotion of breastfeeding world-wide 


Breastmilk is a most important food resource 
and breastfeeding offers the best possible 
start in life for all children. Breastmilk is ideal 
in composition for rapidly growing bodies 
and brains, far superior to any manufactured 
product. It contains important protective 
antibodies against a number of diseases and 
even seems to protect against diarrhoea. It 
is fully adequate for the first four to six 
months of life, depending on the nutritional 
state of the mother. An important point 
here, of course, is the need for good nutri- 
tion of the mother during pregnancy and 
lactation. The act of breastfeeding is impor- 
tant for healthy emotional development of 
the infant, including emotional bonding to 
the mother. To make full use of these 
advantages, it should continue for at /east 
six months and, ideally, for most of the first 
two years after birth. 


One of the biggest challenges here is 
encouraging doctors, midwives and nurses 
to support the promotion of breastfeeding. 
Everything possible should be done in the 
first few hours after birth to initiate good 
lactation and suckling, avoiding the temp- 
tation of that first unnecessary bottle feed. 
Social acceptance and work patterns will 
also need changing to achieve wide adop- 
tion of breastfeeding, even for working 
mothers. (For more discussion on this sub- 
ject, see CONTACT No. 50, April 1979.) 


b. The search for appropriate weaning and 
supplementary foods 


Practices vary widely from country to 
country and even from tribe to tribe in the 
choice of supplementary and weaning diets, 
and the way they are administered. In some 
cases, the tradition of centuries prescribes 
nutritious multi-mixes, similar -to those 
recommended by current scientific know- 
ledge. In other areas, one finds the force- 
feeding of pure rice pap, lacking in nutritious 
value and thus dangerous as a weaning 


food. In yet other cases, custom dictates 
even less nutritious patterns of feeding. 
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@) Home-prepared weaning food mixtures. 


Research is well advanced in the develop- 
ment of balanced and nutritious multi- 
mixes, usually consisting of ground meal of 
cereal grains and legumes, sometimes with 
leafy green vegetables added and occasion- 
ally with added animal-source protein. A 
concerted effort is needed to put this know- 
ledge into practice on a wide scale. Ideally, 
home-prepared weaning food mixtures will 
be the most economic and valuable. Local 
production by cooperatives for local con- 
sumption, using appropriate technology, 
will also make low-cost processed weaning 
foods more generally available. Agricultural 
patterns will have to change to respond to 
this need and an educational process to lead 
mothers away from patterns passed down 
by their mothers will sometimes be required. 
The experience in several countries proves 
that all this can be done. It is important to 
avoid turning to commercially prepared and 
processed foods which will remain financially 
out of reach of the majority of families and 
leave them with nothing but the old ways. 


c. Dealing with bottle-feeding and infant 
formula 


International attention has been directed in 
recent years to the hazards of bottle-feeding 
of expensive infant formula preparations. 
The cash required to sustain feeding with 
imported formula is often more than can be 
tolerated for a few days or weeks and then it 


is either diluted more and more or discon- 
tinued. The result is undernutrition and mal- 
nutrition. The second problem is one of 
hygiene: of keeping the bottle and nipple 
clean, using clean water to prepare the for- 
mula and of keeping the milk from spoiling 
in tropical heat. For most women in develop- 
ing countries who have access only to con- 
taminated water sources, who have very 
simple kitchen facilities and no appreciation 
of bacterial danger, this is impossible. The 
result: repeated episodes of diarrhoea and, 
for many infants, death. Obviously, the use 
of breastmilk substitutes in these circum- 
stances is highly undesirable. 


The difficulty has been aggressive pro- 
motion by infant food companies through 
advertising, free samples and education by 
“mothercraft nurses”, all portraying the use 
of their products as modern and sophisti- 
cated and the sure way to healthy babies. 
The evidence is convincing that these 
marketing techniques have led many 
mothers to abandon breastfeeding and 
switch to the use of commercial formulae. 


Concerned with this trend and encouraged 
by action groups in many parts of the world, 
WHO and UNICEF studied the question and 
proposed an international code of marketing 
of breastmilk substitutes to limit these pro- 
motion practices. At the World Health 
Assembly in May 1981, this code was over- 
whelmingly adopted as a guide for national 
legislation to control marketing and as a 
guide for the companies themselves. Details 
of that action and the text of the Code are 
reproduced in this issue of CONTACT, on 
pages 14-18. Careful monitoring of com- 
pliance with the Code will be necessary as 
part of the overall strategy to promote good 
infant and young child nutrition. 


V. Getting Essential Drugs to the People 


Many countries are experiencing serious short- 
ages of essential pharmaceutical supplies. This 
is the end result of a number of influences. 
Inflation in the health sector has been particu- 
larly severe and the cost of medicines is no 
exception. As health services, and especially 
primary health care, have been extended and 
as utilization grows, the demand for drug 
supplies has increased correspondingly. In con- 
trast, health budgets have not grown at the 
same rate and drug purchases have fallen in 
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relation to demand. The poor people of de- 
veloping countries have suffered most, often 
lacking the basic drugs to treat common epi- 
demic illnesses. 


A broad strategy is called for to meet this prob- 
lem. The logistics of supply for both govern- 
mental and voluntary agencies must be 
improved. This will call for efficient purchase of 
supplies and their shipment to the countries in 
need, both for emergencies and for long-term 
supply. On the receiving end, agencies are 
needed to handle ordering of shipments and 
their distribution to all health posts and insti- 
tutions. 


Perhaps even more important is the establish- 
ment of a list of essential drugs to be ordered 
and used according to a standard formulary, 
based on the generic forms of medicines. Using 
the proven and least expensive drugs available 
and avoiding the more expensive combinations 
and newer variations will simplify the pharma- 
ceutical aspect of health care. Efforts must also 
be directed towards development and use of 
appropriate herbal preparations from the reper- 
toires of traditional systems of medicine. All of 
this will require an extensive educational effort 
directed at health practitioners and the general 
public, since both have fallen into the habit of 
using and expecting “the very best” in pharma- 
ceutical refinements. 


The final element of this strategy will consist of 
an investigation of the sometimes dubious and 
often ambiguous role played by pharmaceutical 
multinational companies in the supply of essen- 
tial drugs to developing countries. 


* * * 


Much more should be said if this were to be a 
truly complete presentation of the health issues 
that face the churches. A number of such 
issues — for example, family planning, appro- 
priate technology and the role of women as 
providers of health care — have been covered in 
previous issues of CONTACT or are planned for 
detailed discussion in upcoming issues. 


This paper has covered some of the things that 
can and must be done to give expression to our 
solidarity with those in need during the difficult 
years that lie ahead. Advocacy and action on 
behalf of the hungry and poor will surely be 
necessary, characterized by rationalization and 
mobilization of all our resources in support of 
our most important asset—the people of the 
world. Healing and peace are prerequisites for 
their/our more abundant life. 
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INFANT AND YOUNG CHILD FEEDING 


The International Code of Marketing of 
Breastmilk Substitutes is adopted. 


The eyes of the world were on Geneva during 
May of 1981 as the 157 member countries of the 
World Health Organization met in the 34th 
annual World Health Assembly. Most of that 
attention was generated by a single item on the 
agenda: final consideration of a proposed code 
to regulate the marketing practices of the 
infant food industry as one measure in the 
campaign to protect and promote _ breast- 
feeding. 


Lobbying and debate were intense. The Chris- 
tian Medical Commission, as a non-govern- 
mental organization in official relations with 
WHO, addressed the Assembly to urge adop- 


tion of the Code, pledging the support of the 
NGO family for the full range of activities 
needed to improve child nutrition world-wide. 
The International Baby Food Action Network 
(IBFAN), a global coalition of voluntary and 
church groups which has been very active in 
pressing this issue with the industry, with 
governments and with the public, was also 
present to lend its support. 


On 21 May 1981, the Assembly voted overwhelm- 
ingly to adopt the Code (118 countries voted 
yes, one voted no and 3 abstained) and set the 
implementation in motion. Compliance with 
the Code will be monitored by WHO and re- 
viewed by the Assembly in two years’ time. 


Reproduced below in its entirety is the Resol- 
ution adopted by the Assembly and the full text 
of the Code. 
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THIRTY-FOURTH WORLD HEALTH ASSEMBLY 
21 May 1981 


INTERNATIONAL CODE OF MARKETING OF BREASTMILK SUBSTITUTES 


The Thirty-fourth World Health Assembly, 


Recognizing the importance of sound infant and 
young child nutrition for the future health and 
development of the child and adult; 


Recalling that breastfeeding is the only natural 
method of infant feeding and that it must be ac- 
tively protected and promoted in all countries; 


Convinced that governments of Member States 
have important responsibilities and a prime role to 
play in the protection and promotion of breast- 
feeding as a means of improving infant and young 
child health; 


Aware of the direct and indirect effects of market- 
ing practices of breastmilk substitutes on infant 
feeding practices; 


Convinced that the protection and promotion of 
infant feeding, including the regulation of the 
marketing of breastmilk substitutes, affect infant 
and young child health directly and profoundly, 
and are a problem of direct concern to WHO; 


Having considered the Draft International Code of 
Marketing of Breastmilk Substitutes prepared by 
the Director-General and forwarded to it by the 
Executive Board; 


Expressing its gratitude to the Director-General 
and to the Executive Director of the United Nations 
Children’s Fund for the steps they have taken in 
ensuring close consultation with Member States 
and with all other parties concerned in the process 
of preparing the Draft International Code; 


Having considered the recommendation made 
thereon by the Executive Board at its sixty-seventh 
session; 

Confirming resolution WHA33.32, including the 
endorsement in their entirety of the statement and 
recommendations made by the joint WHO/UNICEF 
Meeting on Infant and Young Child Feeding held 
from 9 to 12 October 1979; 


Stressing that the adoption of and adherence to 
the International Code of Marketing of Breastmilk 
Substitutes is a minimum requirement and only 
one of several important actions required in order 
to protect healthy practices in respect of infant and 
young child feeding; 


1. ADOPTS, in the sense of Article 23 of the 
Constitution, the International Code of Marketing 
of Breastmilk Substitutes annexed to the present 
resolution; 


2. URGES all Member States: 


(1) to give full and unanimous support to the 


implementation of the recommendations made 
by the joint WHO/UNICEF Meeting on Infant 
and Young Child Feeding and of the provisions 
of the International Code in its entirety as an 
expression of the collective will of the member- 
ship of the World Health Organization; 


(2) to translate the International Code into 
national legislation, regulations or other suitable 
measures; 


(3) to involve all concerned social and economic 
sectors and all other concerned parties in the 
implementation of the International Code and in 
the observance of the provisions thereof; 


(4) to monitor the compliance with the Code; 


3. DECIDES that the follow-up to and review of 
the implementation of this resolution shall be 
undertaken by regional committees, the Executive 
Board and the Health Assembly in the spirit of 
resolution WHA33.17; 


4. REQUESTS the FAO/WHO Codex Alimentarius 
Commission to give full consideration, within the 
framework of its operational mandate, to action it 
might take to improve the quality standards of 
infant foods, and to support and promote the 
implementation of the International Code; 


5. REQUESTS the Director-General: 


(1) to give all possible support to Member 
States, as and when requested, for the im- 
plementation of the International Code, and in 
particular in the preparation of national legis- 
lation and other measures related thereto in 
accordance with operative subparagraph 6(6) of 
resolution WHA33.32; 


(2) to use his good offices for the continued 
cooperation with all parties concerned in the 
implementation and monitoring of the Inter- 
national Code at country, regional and global 
levels; 


(3) to report to the Thirty-sixth World Health 
Assembly on the status of compliance with and 
implementation of the Code at country, regional 
and global levels; 


(4) based on the conclusions of the status 
report, to make proposals, if necessary, for 
revision of the text of the Code and for the 
measures needed for its effective application. 


Fifteenth Plenary Meeting, 21 May 1981 
A34/VR/15 


INTERNATIONAL CODE OF MARKETING OF BREASTMILK SUBSTITUTES 


Preamble 


The Member States of the World Health Organization: 


Affirming the right of every child and every pregnant and 
lactating woman to be adequately nourished as a means 
of attaining and maintaining health; 


Recognizing that infant malnutrition is part of the wider 
problems of lack of education, poverty, and social 
injustice; 

Recognizing that the health of infants and young children 
cannot be isolated from the health and nutrition of 
women, their socioeconomic status and their roles as 
mothers; 


Conscious that breastfeeding is an unequalled way of 
providing ideal food for the healthy growth and develop- 
ment of infants; that it forms a unique biological and 
emotional basis for the health of both mother and child; 
that the anti-infective properties of breastmilk help to 
protect infants against disease; and that there is an 
important relationship between breastfeeding and child- 
spacing; 


Recognizing that the encouragement and protection of 
breastfeeding is an important part of the health, nutrition 
and other social measures required to promote healthy 
growth and development of infants and young children; 
and that breastfeeding is an important aspect of primary 
health care; 


Considering that when mothers do not breastfeed, or 
only do so partially, there is a legitimate market for infant 
formula and for suitable ingredients from which to pre- 
pare it; that all these products should accordingly be 
made accessible to those who need them through com- 
mercial or non-commercial distribution systems; and that 
they should not be marketed or distributed in ways that 
may interfere with the protection and promotion of 
breastfeeding; 


Recognizing further that inappropriate feeding practices 
lead to infant malnutrition, morbidity and mortality in all 
countries, and that improper practices in the marketing 
of breastmilk substitutes and related products can 
contribute to these major public health problems; 


Convinced that it is important for infants to receive 
appropriate complementary foods, usually when the 
infant reaches four to six months of age, and that every 
effort should be made to use locally available foods; and 
convinced, nevertheless, that such complementary 
foods should not be used as breastmilk substitutes; 


Appreciating that there are a number of social and eco- 
nomic factors affecting breastfeeding, and that, accord- 
ingly, governments should develop social support 
systems to protect, facilitate and encourage it, and that 
they should create an environment that fosters breast- 
feeding, provides appropriate family and community 
support, and protects mothers from factors that inhibit 
breastfeeding; 


Affirming that health care systems, and the health pro- 
fessionals and other health workers serving in them, 
have an essential role to play in guiding infant feeding 
practices, encouraging and facilitating breastfeeding, 
and providing objective and consistent advice to mothers 
and families about the superior value of breastfeeding, 
or, where needed, on the proper use of infant formula, 
whether manufactured industrially or home-prepared; 


Affirming further that educational systems and other 
social services should be involved in the protection and 
promotion of breastfeeding, and in the appropriate use 
of complementary foods; 


Aware that families, communities, women’s organi- 
zations and other nongovernmental organizations have a 
special role to play in the protection and promotion of 
breastfeeding and in ensuring the support needed by 
pregnant women and mothers of infants and young chil- 
dren, whether breastfeeding or not; 


Affirming the need for governments, organizations of 
the United Nations system, nongovernmental organi- 
zations, experts in various related disciplines, consumer 
groups and industry to cooperate in activities aimed at 
the improvement of maternal, infant and young child 
health and nutrition; 


Recognizing that governments should undertake a 
variety of health, nutrition and other social measures to 
promote healthy growth and development of infants and 
young children, and that this Code concerns only one 
aspect of these measures; 


Considering that manufacturers and distributors of 
breastmilk substitutes have an important and construc- 
tive role to play in relation to infant feeding, and in the 
promotion of the aim of this Code and its proper im- 
plementation; 


Affirming that governments are called upon to take 
action appropriate to their social and legislative frame- 
work and their overall development objectives to give 
effect to the principles and aim of this Code, including 
the enactment of legislation, regulations or other suitable 
measures; 


Believing that, in the light of the foregoing consider- 
ations, and in view of the vulnerability of infants in the 
early months of life and the risks involved in inappropriate 
feeding practices, including the unnecessary and im- 
proper use of breastmilk substitutes, the marketing of 
breastmilk substitutes requires special treatment, which 
makes usual marketing practices unsuitable for these 
products; 


THEREFORE: 


The Member States hereby agree the following articles 
which are recommended as a basis for action. 
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Article 7 
Aim of the code 


The aim of this Code is to contribute to the provision of 
safe and adequate nutrition for infants, by the protection 
and promotion of breastfeeding, and by ensuring the 
proper use of breastmilk substitutes, when these are 
necessary, on the basis of adequate information and 
through appropriate marketing and distribution. 


Article 2 
Scope of the Code 


The Code applies to the marketing, and practices related 
thereto, of the following products: breastmilk substi- 
tutes, including infant formula; other milk products, 
foods and beverages, including bottle-fed complemen- 
tary foods when marketed or otherwise represented to 
be suitable, with or without modification, for use as a 


Article 3 


Definitions 


For the purposes of this Code: 


“Breastmilk substitute” means 


“Complementary food” means 


“Container” means 
“Distributor” means 
“Health care system” means 
“Health worker” means 
“Infant formula” means 
“Label” means 
“Manufacturer” means 
“Marketing” means 
“Marketing personnel” means 
“Samples” means 
“Supplies” means 
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partial or total replacement of breastmilk; feeding bottles 
and teats. It also applies to their quality and availability, 
and to information concerning their use. 


any food being marketed or otherwise represented as a partial or total replacement for 
breastmilk, whether or not suitable for that purpose. 


any food, whether manufactured or locally prepared, suitable as a complement to 
breastmilk or to infant formula, when either becomes insufficient to satisfy the nutrition- 
al requirements of the infant. Such food is also commonly called “weaning food” or 
“breastmilk supplement”. 


any form of packaging of products for sale as a normal retail unit, including wrappers. 


a person, corporation or any other entity in the public or private sector engaged in the 
business (whether directly or indirectly) of marketing at the wholesale or retail level a 
product within the scope of this Code. A “primary distributor” is a manufacturer's sales 
agent, representative, national distributor or broker. 


governmental, nongovernmental or private institutions or organizations engaged, 
directly or indirectly, in health care for mothers, infants and pregnant women; and 
nurseries or child-care institutions. It also includes health workers in private practice. 
For the purposes of this Code, the health care system does not include pharmacies or 
other established sales outlets. 


a person working in a component of such a health care system, whether professional 
or non-professional, including voluntary, unpaid workers. 


a breastmilk substitute formulated industrially in accordance with applicable Codex 
Alimentarius standards, to satisfy the normal nutritional requirements of infants up to 
between four and six months of age, and adapted to their physiological characteristics. 
Infant formula may also be prepared at home, in which case it is described as “home- 
prepared”. 


any tag, brand, mark, pictorial or other descriptive matter, written, printed, stenciled, 
marked, embossed or impressed on, or attached to, a container (see above) of any 
products within the scope of this code. 


a corporation or other entity in the public or private sector engaged in the business or 
function (whether directly or through an agent or through an entity controlled by or 
under contract with it) of manufacturing a product within the scope of this Code. 


product promotion, distribution, selling, advertising, product public relations, and 
information services. 


any persons whose functions involve the marketing of a product or products coming 
within the scope of this Code. 


single or small quantities of a product provided without cost. 


quantities of a product provided for use over an extended period, free or at a low price, 
for social purposes, including those provided to families in need. 


Article 4 
Information and education 


4.1 Governments should have the responsibility to 
ensure that objective and consistent information is pro- 
vided on infant and young child feeding for use by famil- 
ies and those involved in the field of infant and young 
child nutrition. This responsibility should cover either the 
planning, provision, design and dissemination of infor- 
mation, or their control. 


4.2 Informational and educational materials whether 
written, audio, or visual, dealing with the feeding of 
infants and intended to reach pregnant women and 
mothers of infants and young children, should include 
clear information on all the following points: (a) the 
benefits and superiority of breastfeeding; (b) maternal 
nutrition, and the preparation for and maintenance of 
breastfeeding; (c) the negative effect on breastfeeding of 
introducing partial bottlefeeding; (d) the difficulty of 
reversing the decision not to breastfeed; and (e) where 
needed, the proper use of infant formula, whether manu- 
factured industrially or home-prepared. When such 
materials contain information about the use of infant for- 
mula, they should include the social and financial impli- 
cations of its use; the health hazards of inappropriate 
foods or feeding methods; and, in particular, the health 
hazards of unnecessary or improper use of infant formula 
and other breastmilk substitutes. Such materials should 
not use any pictures or text which may idealize the use of 
breastmilk substitutes. 


4.3 Donations of informational or educational equip- 
ment or materials by manufacturers or distributors 
should be made only at the request and with the written 
approval of the appropriate government authority or 
within guidelines given by governments for this purpose. 
Such equipment or materials may bear the donating 
company’s name or logo, but should not refer to a pro- 
prietary product that is within the scope of this Code, 
and should be distributed only through the health care 
system. 


Article 5 
The general public and mothers 


5.1 There should be no advertising or other form of pro- 
motion to the general public of products within the 
scope of this Code. 


5.2 Manufacturers and distributors should not provide, 
directly or indirectly, to pregnant women, mothers or 
members of their families, samples of products within 
the scope of this Code. 


5.3 In conformity with paragraphs 1 and 2 of this Article, 
there should be no point-of-sale advertising, giving of 
samples, or any other promotion device to induce sales 
directly to the consumer at the retail level, such as 
special displays, discount coupons, premiums, special 
sales, loss-leaders and tie-in sales, for products within 
the scope of this Code. This provision should not restrict 
the establishment of pricing policies and practices 
intended to provide products at lower prices on a long- 
term basis. 


5.4 Manufacturers and distributors should not distribute 
to pregnant women or mothers of infants and young 
children any gifts of articles or utensils which may pro- 
mote the use-of breastmilk substitutes or bottle-feeding. 


5.5 Marketing personnel, in their business capacity, 
should not seek direct or indirect contact of any kind 
with pregnant women or with mothers of infants and 
young children. 


Article 6 
Health care systems 


6.1 The health authorities in Member States should take 
appropriate measures to encourage and protect breast- 
feeding and promote the principles of this Code, and 
should give appropriate information and advice to health 
workers in regard to their responsibilities, including the 
information specified in Article 4.2. 


6.2 No facility of a health care system should be used for 
the purpose of promoting infant formula or other prod- 
ucts within the scope of this Code. This Code does not, 
however, preclude the dissemination of information to 
health professionals as provided in Article 7.2. 


6.3 Facilities of health care systems should not be used 
for the display of products within the scope of this Code, 
for placards or posters concerning such products, or for 
the distribution of material provided by a manufacturer 
or distributor other than that specified in Article 4.3. 


6.4 The use by the health care system of “professional 
service representatives”, “mothercraft nurses” or similar 
personnel, provided or paid for by manufacturers or dis- 


tributors, should not be permitted. 


6.5 Feeding with infant formula, whether manufactured 
or home-prepared, should be demonstrated only by 
health workers, or other community workers if neces- 
sary; and only to the mothers or family members who 
need to use it; and the information given should include 
a clear explanation of the hazards of improper use. 


6.6 Donations or low-price sales to institutions or 
organizations of supplies of infant formula or other prod- 
ucts within the scope of this Code, whether for use in the 
institutions or for distribution outside them, may be 
made. Such supplies should only be used or distributed 
for infants who have to be fed on breastmilk substitutes. 
If these supplies are distributed for use outside the insti- 
tutions, this should be done only by the institutions or 
organizations concerned. Such donations or low-price 
sales should not be used by manufacturers or distributors 
as a sales inducement. 


6.7 Where donated supplies of infant formula or other 
products within the scope of this Code are distributed 
outside an institution, the institution or organization 
should take steps to ensure that supplies can be con- 
tinued as long as the infants concerned need them. 
Donors, as well as institutions or organizations con- 
cerned, should bear in mind this responsibility. 


6.8 Equipment and materials, in addition to those re- 
ferred to in Article 4.3, donated to a health care system 
may bear a company’s name or logo, but should not 


y 


refer to any proprietary product within the scope of this 
Code. 


Article 7 
Health workers 


7.1 Health workers should encourage and protect 
breastfeeding; and those who are concerned in particular 
with maternal and infant nutrition should make them- 
selves familiar with their responsibilities under this Code, 
including the information specified in Article 4.2. 


7.2 Information provided by manufacturers and distribu- 
tors to health professionals regarding products within 
the scope of this Code should be restricted to scientific 
and factual matters, and such information should not 
imply or create a belief that bottle-feeding is equivalent 
or superior to breastfeeding. It should also include the 
information specified in Article 4.2. 


7.3 No financial or material inducements to promote 
products within the scope of this Code should be offered 
by manufacturers or distributors to health workers or 
members of their families, nor should these be accepted 
by health workers or members of their families. 


7.4 Samples of infant formula or other products within 
the scope of this Code, or of equipment or utensils for 
their preparation or use, should not be provided to health 
workers except when necessary for the purpose of 
professional evaluation or research at the institutional 
level. Health workers should not give samples of infant 
formula to pregnant women, mothers of infants and 
young children, or members of their families. 


7.5 Manufacturers and distributors of products within 
the scope of this Code should disclose to the institution 
to which a recipient health worker is affiliated any contri- 
bution made to or on his behalf for fellowship, study 
tours, research grants, attendance at professional con- 
ferences, or the like. Similar disclosures should be made 
by the recipient. 


Article & 


Persons employed by manufacturers and distribu- 
tors 


8.1 In systems of sales incentives for marketing person- 
nel, the volume of sales of products within the scope of 
this Code should not be included in the calculation of 
bonuses, nor should quotas be set specifically for sales 
of these products. This should not be understood to pre- 
vent the payment of bonuses based on the overall sales 
by a company of other products marketed by it. 


8.2 Personnel employed in marketing products within 
the scope of this Code should not, as part of their job 
responsibilities, perform educational functions in relation 
to pregnant women or mothers of infants and young 
children. This should not be understood as preventing 
such personnel from being used for other functions by 
the health care system at the request and with the writ- 
ten approval of the appropriate authority of the govern- 
ment concerned. 
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Article 9 
Labelling 


9.1 Labels should be designed to provide the necessary 
information about the appropriate use of the product, 
and so as not to discourage breastfeeding. 


9.2 Manufacturers and distributors of infant formula 
should ensure that each container has a clear, conspicu- 
ous, and easily readable and understandable message 
printed on it, or on a label which cannot readily become 
separated from it, in an appropriate language, which 
includes all the following points: (a) the words “Import- 
ant Notice” or their equivalent; (b) a statement of the 
superiority of breastfeeding; (c) a statement that the 
product should be used only on the advice of a health 
worker as to the need for its use and the proper method 
of use; (d) instructions for appropriate preparation, and 
a warning against the health hazards of inappropriate pre- 
paration. Neither the container nor the label should have 
pictures of infants, nor should they have other pictures 
or text which may idealize the use of infant formula. 
They may, however, have graphics for easy identifica- 
tion of the product as a breastmilk substitute and for illus- 
trating methods of preparation. The terms “humanized”, 
“maternalized” or similar terms should not be used. 
Inserts giving additional information about the product 
and its proper use, subject to the above conditions, may 
be included in the package or retail unit. When labels 
give instructions for modifying a product into infant for- 
mula, the above should apply. 


9.3 Food products within the scope of this Code, mar- 
keted for infant feeding, which do not meet all the 
requirements of an infant formula, but which can be 
modified to do so, should carry on the label a warning 
that the unmodified product should not be the sole 
source of nourishment of an infant. Since sweetened 
condensed milk is not suitable for infant feeding, nor for 
use aS a main ingredient of infant formula, its label 
should not contain purported instructions on how to 
modify it for that purpose. 


9.4 The label of food products within the scope of this 
Code should also state all the following points: (a) the 
ingredients used; (b) the composition/analysis of the 
product; (c) the storage conditions required; and (d) the 
batch number and the date before which the product is 
to be consumed, taking into account the climatic and 
storage conditions of the country concerned. 


Article 10 
Quality 


10.1 The quality of products is an essential element for 
the protection of the health of infants and therefore 
should be of a high recognized standard. 


10.2 Food products within the cope of this Code should, 
when sold or otherwise distributed, meet applicable 
standards recommended by the Codex Alimentarius 
Commission and also the Codex Code of Hygienic Prac- 
tices for Foods for Infants and Children. 


Article 11 


Implementation and monitoring 


11.1 Governments should take action to give effect to the principles and aim of this Code, 

as appropriate to their social and legislative framework, including the adoption of national 
legislation, regulations or other suitable measures. For this purpose, governments should 
seek, when necessary, the cooperation of WHO, UNICEF and other agencies of the United Nations 
system. National policies and measures, including laws and regulations, which are adopted to 
give effect to the principles and aim of this Code should be publicly stated, and should apply 
on the same basis to all those involved in the manufacture and marketing of products within the 
scope of this Code. 


11.2 Monitoring the application of this Code lies with governments acting individually, and 
collectively through the World Health Organization as provided in paragraphs 6 and 7 of this 
Article. The manufacturers and distributors of products within the scope of this Code, and 
appropriate nongovernmental organizations, professional groups, and consumer organizations 
should collaborate with governments to this end. 


11.3 Independently of any other measures taken for implementation of this Code, manufac- 
turers and distributors of products within the scope of this Code should regard themselves 
responsible for monitoring their marketing practices according to the principles and aim of 
this Code, and for taking steps to ensure that their conduct at every level conforms to them. 


11.4 Nongovernmental organizations, professional groups, institutions, and individuals 
concerned should have the responsibility of drawing the attention of manufacturers or 
distributors to activities which are incompatible with the principles and aim of this Code, 
so that appropriate action can be taken. The appropriate governmental authority should also 
be informed. 


Li Manufacturers and primary distributors of products within the scope of this Code should 
apprise each member of their marketing personnel of the Code and of their responsibilities 
under it. 


11.6 —© In accordance with Article 62 of the Constitution of the World Health Organization, 
Member States shall communicate annually to the Director-General information on action taken 
to give effect to the principles and aim of this Code. 


11.7 The Director-General shall report in even years to the World Health Assembly on the 
status of implementation of the Code; and shall, on request, provide technical support to 
Member States preparing national legislation or regulations, or taking other appropriate 
measures in implementation and furtherance of the principles and aim of this Code. 
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CMC NOTES 


LARDIN GABAS REVISITED 


The October 1977 issue of CONTACT (No. 41) 
was devoted to the Lardin Gabas Rural Health 
Programme, begun by the Church of the 
Brethren in cooperation with the Church of 
Christ in Nigeria in a 10,000 square mile area in 
Northeastern Nigeria inhabited by some 90,000 
people living in 1000 villages. The article des- 
cribes how the basic objective of reaching out 
into the rural population and improving their 
health was tackled through involving the com- 
munity in all aspects of the work. 


From 1974-1980, some 240 candidates attended 
a 3-month Village Health Worker (VHVW) train- 
ing course at the programme teaching centre 
in Garkida, of whom 196 were sponsored by 
85 villages and 42 were funded by other 
agencies. Late in 1980, a study on the present 
involvement in health care of these VHWs was 
undertaken by the medical consultant to the 
programme, Dr James E. Kipp. His findings, 
which he has generously shared with CMC, 
take the continuing involvement in health care 
of the majority of the VHWs to indicate the 
viability of the programme in responding to the 
health needs of the community. Dr Kipp also 
investigated some of the reasons why the 
VHWs may have ceased their health activities 
and why some village health posts folded up. A 
summary of his findings follows. 


“In the 6 years of the Rural Health Programme’s 
existence, 238 men and women began the 
VHW course and 236 completed it. Of the 
196 trainees sent by villages, 55% are still 
active in health care, 50% in their own villages 
as VHWs. Of the 42 people sponsored by other 
organizations, 83% are active in health-related 
fields. 


“Of the 85 participating villages, 56 have main- 
tained active health care facilities. 2 posts 
became so busy that they were restaffed as 
mission dispensaries. Government dispensaries 
opened in 6 villages. 


Responsibilities of the Village Health Com- 
mittee (VHC) 


“Among the reasons given by now inactive 
village-sponsored VHWs for their inactivity, 
half related to some deficiency of the VHC, 
principally lack of support. When scheduled 
monthly discussions between the VHC, VHW 


and health post supervisor did not take place, 
the worker sensed a lack of interest in the 
work. If the VHC did not organize the com- 
munity to help the VHW on his farm, he would 
begin to go there rather than to the health post. 
Or failure of the VHC to recruit a replacement 
for a VHW who quit often placed an over- 
whelming strain on the remaining worker who 
was then likely to quit also. 


“The policy of the programme was to supply 
drugs and start supervision only after the vil- 
lage had built and furnished a 2-room health 
post. In 7 cases, although the village donated 
adequate funds to support the training of 
2 health workers, the VHC failed to organize 
the villagers to build the health post— 
reflecting a lack of internal organization and 
leadership. 


Qualities of successful VHWs 


“Among the reasons given by now inactive vil- 
lage-sponsored VHWs for their inactivity, one 
third laid the responsibility primarily with the 
VHW. Moving from the village, changing mari- 
tal status and changing employment were 
the foremost reasons, while incompetency 
prompted VHCs to request resignations in 
4 cases. Despite strong advice from pro- 
gramme staff, the VHCs chose 8 trainees who 
did not live in the village where the health post 
was to be located. These all became inactive. 


“Of the 13 people who moved, 10 were 
women, most moving with their husbands. The 
sex of VHWs did have some influence on their 
remaining active in health care. Of the village- 
sponsored VHWs, 61% of the men and 48% of 
the women continued to be active. 


“All the 9 VHWs who changed jobs were men. 
Some changed job sectors (to teaching, evan- 
gelism, police work and politics). 


“The VHC can influence these factors of job 
change, movement from the community and 
marital change by selecting the candidates for 
VHW training very carefully. Programme 
guidelines call for trainees to be married and 
stable within the community since people with 
family and property tend to stay put. 
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Remuneration of VHWs 


“A VHW in the programme has a respectable 
status but does not receive much financial 
reward. While the programme staff rec- 
ommends that the VHC negotiate a monthly 
salary with the worker, this averages only 
12 naira (US$ 22.—). Trainees sponsored by 
other agencies had a lower drop-out rate, 
undoubtedly because their work was adequately 
salaried.” 


The above conclusions about the role and 
responsibilities of the Village Health Commit- 
tee, about which candidates are likely to fulfill 
their roles as VHWs and on the remuneration 
of VHWs imply that what has already been said 


elsewhere* about the need for community 
mobilization and organization to elicit people’s 
participation is valid in the case of the Lardin 
Gabas programme. 


*See CONTACT No. 43 “The Planning Dialogue in the Com- 
munity” and No. 56 “Community Organization—One of 
the Keys to Primary Health Care”. 


* & * 


ERRATUM 


The photograph on page 6 of CONTACT No. 60, 
February 1981, was mistakenly credited to the 
Christoffel-Blindenmission. This photograph 
was taken by Robert Jaekle for Helen Keller 
International. 


The Graduate School of Public Health, San Diego State University, San Diego, California, 
announces the opportunity of training for physicians in the field of Maternal and Child Health. 
The Master of Public Health degree is awarded after the nine-month Training Programe. For 


further information, contact: 
Dr Helen M. Wallace 
Professor & Head 


Section of Maternal & Child Health 
Graduate School of Public Health 
SAN DIEGO STATE UNIVERSITY 


San Diego, CA 92182 
USA 


Notice to CONTACT Subscribers re address 


changes 


When advising us of any change or correction to 


your address, please do not forget to send us one of 
our old mailing labels on which your old, or incorrect, 
address appears. This makes updating/correcting 
your address a much easier task for us. Thank you. 
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